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Owner Informed Consent Document for:
_________________________________________________

Patient Name                  Client Name                        Case #

1. Title of clinical study: 
2. Investigator(s) Name and Contact Information: 
3. Why is this clinical study being done and why is my [SPECIES] being invited to take part in this clinical study?
4. If I choose to enroll my [SPECIES] in this clinical study, what will happen to my [SPECIES], what will my time commitment be, and what are my responsibilities?  If you agree to let your [SPECIES] participate in this study, the study’s procedures, time requirements, and responsibilities are as follows:  OR  are provided to you in the attached project outline.  
5. What happens if I do not want to enroll my [SPECIES] in this clinical study or I enroll my [SPECIES], but I change my mind later? Participation in any clinical study is voluntary. If you decide not to participate in the study, your choice will not affect your [SPECIES]’s future medical care at Cornell University. We fully understand and support your decision.   

We will meet with you throughout the study and tell you about any significant findings that may affect your willingness to continue to allow your [SPECIES] to participate in the study. You can remove your [SPECIES] from the study at any time. It will not affect your access to future medical care for your [SPECIES] at Cornell University outside of this clinical study. It is important to let us know early on if you decide to remove your [SPECIES] from the study. Data that have already been collected may be included in the study. 
6. What are the benefits for my [SPECIES] or other [SPECIES]s?  Possible benefits include ______.    Studies like this represent the future of medicine and are needed to improve the diagnosis and treatment of disease.
7. Are there any risks in participating in this clinical study? The risks anticipated during the study are_______. Every effort will be taken to minimize these risks. [In addition to these risks, this study may affect your [SPECIES] in ways that are unknown.] If [insert risks] develops, your [SPECIES] may be withdrawn from the study. Such reactions may be due to __________. 

If you believe your [SPECIES] becomes injured, ill, or appears uncomfortable while participating in the study, the investigator at the telephone number listed on the first page of this form should be notified. Seek emergency medical advice for your [SPECIES] if needed. At the Cornell University for Hospital for Animals, medical services will be offered following the hospital’s standard procedures and fees, unless discussed otherwise in this document. 
8. Can my [SPECIES] be removed from the study without my OK? Yes.  If it is in the best interest of your [SPECIES] or the study, investigators may prevent your [SPECIES] from continuing to participate.  Study investigators will explain why your [SPECIES] was removed from the study. 
9. What happens to the information collected for the clinical study? All identifying client and animal details will be considered confidential. Data resulting from the study will become the property of Cornell University. Specimens collected may be used in future research and may be shared with other organizations or commercial entities. The specimens could lead to new discoveries and treatments. 
10. What about cost? The cost of the study will be paid for by the sponsor (listed below) as follows:   _____ OR there are no costs to you for your [SPECIES] to participate in the study. The following costs are not covered by the study: _____.  Any tests or procedures unrelated to the study are the responsibility of the owner.  
11. Is there anything else I should know?   This study is being sponsored by [SPONSOR].  Institutional Animal Care and Use Committee (IACUC) approval has been obtained:   Approval Date: _____ Approval  #:_______.  
12. Who can I talk to if I have questions?  If you have questions or concerns, please contact the investigator noted above.  You may talk to the Hospital Director at 607-253-3030 if you cannot reach the investigator. If your [SPECIES] needs medical assistance, please contact the investigator or treating clinician. Seek emergency medical advice as needed. 
CONSENT: 
By signing below, I have been given the opportunity to ask all questions I currently have regarding this study and they have been answered to my satisfaction.  I agree to permit my [SPECIES] to participate in this clinical study and undergo the procedures described to me above.   I understand the statements in this informed consent document and that a signed and dated copy of the consent form will be given to me.
_______________________       
 ___________________________          ________  

Signature of Owner
           

Printed Name of Owner

      Date


Contact Investigator Use Only:
_________________  _______________  _____  
1st Witness Signature      Printed Name             Date         

Hospital Use Only:                        Submission Date:                         CUHA Director Approval Date:                             Approval Number:
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